Identifying persons living with human immunodeficiency virus (HIV) who are unaware of their infection, linking them to HIV medical care, and reducing health disparities are important national goals (1) . Of the 8,841 teens and young adults aged 13-24 years (collectively referred to as youths in this report) who received a diagnosis of HIV in 2014, 70% were young men who have sex with men (MSM) (2) . In the same year, an estimated 52% of young MSM living with HIV were unaware of their infection compared with 15% among all persons living with HIV (3). An average of 22% of high school students who have had sexual intercourse and 33% of young adults (persons aged 18-24 years) reported ever receiving an HIV test (4) . CDC recommends screening all persons aged 13-64 years, with annual rescreening for persons at high risk for HIV infection (5) . Analysis of CDC-funded program data for youths submitted by 61 health departments in 2015 revealed that young MSM, who accounted for 83% of new diagnoses among all youths in non-health care facilities, received 28% of HIV tests.* The 2020 national goal is to link at least 85% of HIV-positive persons to HIV medical care within 30 days of diagnosis. In this analysis, 66% of youths who received positive test results for HIV infection were linked to care within 90 days of diagnosis. Increasing the number of youths at risk for HIV infection who are tested for HIV on a regular basis and ensuring that youths who receive positive test results for HIV are rapidly linked to and retained in appropriate medical care, including early initiation of antiretroviral therapy, are essential steps for reducing HIV infection in this vulnerable population.
In 2015, CDC funded 61 state and local health departments and 123 community-based organizations (CBOs) † to provide HIV testing and related services in the United States, Puerto Rico, and the U.S. Virgin Islands. Health departments submitted deidentified program data about services provided by both * Non-health care facilities are settings where HIV testing is performed using a targeted testing strategy rather than a routine screening strategy. Tests performed in non-health care facilities were stratified by target population. § § Multivariate log-binomial regression was used to assess the association between demographic characteristics and newly diagnosed HIV infections, linkage to HIV medical care, and interviews for partner services. To analyze linkage to HIV medical care among previously diagnosed HIV-positive youths, modified Poisson regression analysis was used, and the association between the target population and newly diagnosed HIV infections in non-health care facilities was assessed using univariate log-binomial regression. Among 3,026,074 CDC-funded tests provided in 2015, a total of 838,342 (28%) were provided to youths. Among youths, the highest percentages of tests were provided to persons who were aged 20-24 years (74%), female (55%), and black (50%) and were provided in health care facilities (76%), in the South (58%), and in medium and high prevalence jurisdictions (97%). The highest percentages of tests performed in non-health care facilities were provided to young heterosexual females (36%), young heterosexual males (30%), and young MSM (28%) ( Table 1) . Findings indicated that compared with youths aged 20-24 years, those aged 13-19 years were less likely to have newly diagnosed infection (adjusted prevalence ratio [aPR] = 0.51). White youths (0.22%; aPR = 0.45), Hispanic/Latino youths (0.39%; aPR = 0.70), and youths of other racial/ethnic groups ¶ ¶ (0.32%; aPR = 0.50) were less likely to have newly diagnosed infection than were black youths (0.44%). Tests in health care facilities were less likely to yield new diagnoses than tests performed in non-health care facilities (aPR = 0.60) ( Table 1) . Compared with tests performed in the South, tests performed in the Northeast were less likely to yield new diagnoses (aPR = 0.73), whereas tests performed in the West were more likely to yield new diagnoses (aPR = 1.20). Tests performed in medium and medium-low/low prevalence jurisdictions were less likely to yield new diagnoses (aPR = 0.75 and aPR = 0.62, respectively) than tests performed in high prevalence jurisdictions (Table 1) . Findings in non-health care facilities indicated that compared with young MSM, transgender youths, youths who inject drugs, young heterosexual males, and young heterosexual females were all less likely to receive a new diagnosis of HIV infection (aPRs = 0.64, 0.19, 0.08, and 0.05, respectively) ( Table 1) .
Among 2,973 youths who received a new diagnosis of HIV infection, 1,955 (66%) were linked to HIV medical care within 90 days of diagnosis, and 1,871 (63%) were interviewed for partner services (Table 2) . Compared with the South (64%), the prevalence of being linked to HIV medical care within 90 days of § § Target population data are available only for tests performed in non-health care facilities and not for tests performed in health care facilities. ¶ ¶ Other races/ethnicities include Asian, American Indian or Alaska Native, and Native Hawaiian or Pacific Islander.
diagnosis was lower in the Midwest (49%; aPR = 0.81) but higher in the Northeast (78%; aPR = 1.18), West (77%; aPR = 1.16), and U.S. dependent areas*** (86%; aPR = 1.50) ( Table 2 ). The prevalence of being interviewed for partner services in the South was 62%; compared with the South, this prevalence was higher in the West (70%; aPR = 1.09) and the U.S. dependent areas (84%; aPR = 1.34) ( Table 2) . Among 4,884 HIV infections identified among youths, 1,911 (39%) had been previously diagnosed, and 1,749 (92%) of these youths with previously diagnosed infection were not in HIV medical care at the time of testing (Table 1) (Table 3) . Among the 1,749 youths with previously diagnosed infection who were not in HIV medical care, 66% were linked to care within 90 days of diagnosis. Compared with the South, where the prevalence of being linked to care was 61%, the prevalence was higher in the Northeast (77%; aPR = 1.30), Midwest (74%; aPR = 1.21), and the West (83%; aPR = 1.33).
Discussion
Among youths living with HIV infection, testing and partner services are important strategies for diagnosis and prompt linkage to medical care so they can achieve viral suppression and reduce their risk for transmission to others. A national surveillance study determined that 92% of new infections in 2009 were acquired from persons with HIV who were not in medical care, underscoring the importance of early diagnosis and ongoing care and treatment (6) . Given that approximately half of young MSM living with HIV are unaware of their status, and that the testing rates among youths are relatively low, improving the number of youths who are tested is of high importance (3, 4) . Including HIV testing as part of routine medical care for youths is key to increasing early diagnosis, and a health care provider's testing recommendation is the most important predictor of testing among adolescents at risk for HIV infection (7). It is especially important to test young MSM because they are most disproportionately affected by HIV. In this analysis, young MSM, who accounted for 83% of new HIV infection diagnoses among all youths in nonhealth care facilities, received 28% of the tests. Expanding testing in places where youths might interact with the health care system, and providing youth-and lesbian/gay/bisexual/ transgender-friendly services, might increase testing among youths, especially young MSM (8) . § Included are persons who tested HIV-positive and did not report a previous positive test result, calculated using HIV surveillance verification (if available) or a person's self-reported previous HIV status. ¶ Significant at p<0.001. ** Missing/invalid data were excluded. In the category "HIV tests among youths, " 6,088 (0.73%) records were excluded from gender, 51,424 (6.13%) from race/ethnicity, and 3,073 (0.37%) from test setting. In the category "newly diagnosed HIV infection among youths, " four (0.13%) were excluded from gender, 62 (2.09%) from race/ ethnicity, and 16 (0.54%) from test setting. † † Includes Asian, American Indian or Alaska Native, and Native Hawaiian or Pacific Islander. § § Significant at p<0.01. ¶ ¶ Target population data are available only for tests performed in non-health care facilities and not for tests performed in health care facilities. Therefore, these data come from non-health care facilities only. Records that specified other target population and those with missing/invalid data were excluded. In the category "HIV tests among youths, " 33,703 (16.67%) records that specified other target population and 19,045 (9.42%) records with missing/invalid data were excluded. In the category "newly diagnosed HIV infection among youths, " 208 (16.10%) records that specified other target population and 18 (1.39%) records with missing/invalid data were excluded. *** Significant at p<0.05. Abbreviations: aPR = adjusted prevalence ratio; HIV = human immunodeficiency virus. * Youths are defined as teens and young adults aged 13-24 years. † Includes persons who tested HIV-positive during the current test and were not found to be previously reported in the health department jurisdiction's HIV surveillance system or self-reported not having a previous HIV-positive test result if surveillance system verification was not available. § Linkage to HIV medical care within 90 days of diagnosis means confirmation that the person attended their first HIV medical care appointment within 90 days of their diagnosis. ¶ "Partner services" is a process through which HIV-infected persons are interviewed to elicit information about their partners, who can then be confidentially notified of their possible exposure or potential risk and offered services that can protect the health of partners and prevent HIV transmission to others. ** Missing or invalid data were excluded. For the category "linked to HIV medical care, " three records were excluded from gender, 24 from race/ethnicity, and nine from test setting. For the category "interviewed for partner services, " three records were excluded from gender, 29 from race/ethnicity, and 12 from test setting. † † Includes Asian, American Indian or Alaska Native, and Native Hawaiian or Pacific Islander. § § Significant at p<0.001. ¶ ¶ Significant at p<0.05.
CDC-funded HIV testing programs were linked to care within 90 days of diagnosis. Among youths who received a new HIV infection diagnosis, 63% were interviewed for partner services. The greatest need for improvement appears to be in the South and the Midwest, where rates of linkage and interviews for partner services were relatively low. These low rates are particularly concerning for the South because in 2015, approximately 52% of new diagnoses of HIV infection in the United States occurred in the region (9) .
In this analysis, 39% of youths who received an HIV-positive test result had already received a diagnosis of HIV infection in the past, and 92% of those persons were not in HIV medical care at the time of the test. Youths who have previously received a diagnosis of HIV infection and are willing to receive a test present an important HIV treatment opportunity. Youths might face multiple barriers to treatment, such as consent and confidentiality, inability to pay for services, housing instability, stigma, lack of transportation, and mental health and substance use, which might need to be addressed for successful linkage and retention to care (8) .
The findings in this report are subject to at least three limitations. First, findings describe CDC-funded HIV tests only and are not generalizable to all youths in the United States. Second, linkage data include records with missing or invalid data in 
Summary
What is already known about this topic?
In 2014, 70% of teens and young adults aged 13-24 (youths) who received a diagnosis of HIV infection were young men who have sex with men (MSM), 52% of whom were unaware of their infection. HIV testing rates are low among youths, with 22% of sexually active high school students and 33% of young adults aged 18-24 years reporting ever having received an HIV test.
What is added by this report?
Analysis of 2015 data on CDC-funded HIV tests and HIV prevention services from 61 health departments and 123 communitybased organizations indicated that young MSM, who accounted for 83% of new diagnoses of HIV infection among all youths in non-health care facilities, received 28% of the tests in these settings. The 2020 national goal is to link at least 85% of HIVpositive persons to HIV medical care within 30 days of diagnosis; in this analysis, 66% of youths whose test results were positive for HIV were linked to care within 90 days of diagnosis. HIV disproportionately affects youths in the South, where linkage rates were among the lowest in the United States.
What are the implications for public health practice?
Increasing HIV testing among youths at risk for HIV infection is essential for reducing infections in this vulnerable population. This can be accomplished through a combined strategy of routine HIV testing of youths, especially young men, in health care settings and targeted testing in places where youths at risk for HIV infection congregate. Schools can also play an important role in facilitating access to HIV testing for school-aged youths. Increased measures are needed to ensure that youths testing positive for HIV are rapidly linked to and retained in appropriate medical care, including early initiation of antiretroviral therapy.
